Psychiatric morbidity in drug-resistant epilepsy is frequent. Surgery is the best therapeutic alternative for treating seizures, but the current evidence concerning the effects of surgery on psychiatric disorders (PDs) is inconclusive. We aim to clarify surgery's role in long-term PDs. Using a prospective controlled study, we analyzed the psychopathologic outcomes of patients with drug-resistant epilepsy, comparing those who underwent surgery to those who did not due to not being suitable. Surgical candidates were paired (n = 84) with the immediately following nonsurgical candidates (n = 68). Both groups continued their usual medical treatment. We studied psychiatric changes for each group and analyzed de novo and remission cases. The assessments were made during the presurgical evaluation, and at 6 months (6-M) and 12 months (12-M) after surgery. Finally, we determined associated factors for postsurgical PDs. At 12 months, using the Hospital Anxiety and Depression Scale (HADS), anxiety improved in both groups (p = 0.000), while depression improved only in the surgical group (p = 0.016). Moreover, all symptom dimensions on the Symptom Checklist-90-R (SCL-90), as well as severity, distress, and total symptoms, decreased only in the surgical group. These ameliorations reached not only statistical significance but also clinical significance for depression (HADS) (p = 0.014) and the interictal dysphoric disorder (p = 0.013). The main predictors for PDs after surgery were as follows: the presurgical and 6-month psychiatric symptoms, the absence of surgery, seizure outcomes, and some antiepileptic and psychiatric drugs. This study provides evidence that surgery for epilepsy could have a role in improving some symptoms of psychiatric disorders 12-M after the surgery.
Introduction
Epilepsy is a chronic condition affecting nearly 4 to 10 in 1000 people in developed countries [1] . Despite pharmacological advances, 20 to 40% of people with epilepsy are refractory to treatment [2] . Surgery for intractable epilepsy is increasingly being undertaken [3] as the best therapeutic option for achieving seizure-free [4] status.
More than half of refractory patients present with psychiatric disorders [5] , which have a negative effect on quality of life (QOL) [4, 6] even independent of seizures [7] . Psychiatric disturbances are also common after surgery, either emerging de novo or as an exacerbation of pre-existing symptoms [3, 4] . Despite these facts, there are no established guidelines for pre-or postsurgical psychiatric assessment [3] .
Previous research studies that have analyzed psychiatric outcomes in patients who have undergone surgery have used heterogeneous assessment methods that have not always been validated in patients with epilepsy [3] . Moreover, atypical psychiatric presentations are not considered in standard psychiatric diagnostic classification systems, such as the Diagnostic and Statistical Manual of Mental Disorders (DSM)-IV [5] . Furthermore, prior research has exhibited methodological limitations, for example, using crosssectional analyses, studying small or heterogeneous groups, or longitudinal studies with a retrospective design that do not include a control group or that have a limited follow-up period [4, 8, 9] . Results from studies with a control group showed that the controls subjects had a lower severity of psychiatric disturbances compared to surgical candidates [10] . Therefore, all of these factors could lead to meta-analytic bias [4] .
Our previous work, a 6-month (6-M) prospective followup controlled study [11] , showed high rates of psychopathology in both control and treatment groups. We observed an initial significant reduction after surgery for anxiety and depression, according to the Hospital Anxiety and Depression Scale (HADS), and also reductions in some domains of the Symptom Checklist-90-R (SCL-90-R) only in the surgical group. However, the first months after surgery are stressful [12] , and it is during the first year following surgery that psychiatric disorders are most likely to appear [13] . During this period, different stages have been described (early postoperative phase, coping phase, and the start of the reorientation phase). After 12 months (12-M) following surgery, postoperative adaptation is in the past for those who are seizurefree and in good psychiatric condition, but those who suffer from psychiatric complications tend to continue having psychiatric symptoms [12] . Because of this, our initial findings cannot be extrapolated to long-term results [12] .
Taking into consideration the psychological outcomes obtained 6-M after surgery, we wanted to determine if these results would persist over time. This study aims to clarify the effect of surgery on long-term psychiatric disorders through a controlled study.
Methods

Design
Through a prospective controlled study, we investigated patients with drug-resistant epilepsy, and we compared the psychopathological outcomes of those who underwent surgery to those who did not at three time points: baseline, 6-M after surgery, and 12-M after surgery.
Setting and Participants
This study was carried out at Barcelona's Hospital Clinic (2006) (2007) (2008) (2009) (2010) (2011) (2012) and it was approved by the clinic's research ethics committee.
The epilepsy unit receives referrals of patients with epilepsy from all of Spain. In the neurology outpatient clinic, all patients with resistant epilepsy (that is, failure to achieve sustained seizure freedom following adequate trials of two antiepileptic drug schedules, whether as monotherapies or in combination) [14] who wished to be operated on were referred for a 1-week admission to the neurology ward. All gave informed consent and underwent a comprehensive presurgical assessment protocol. The presurgical protocol was completed during the admission procedure and included: a) neuropsychological assessment, b) psychiatric evaluation, c) clinical history and neurological examination, d) long-term video electroencephalogram, e) structural magnetic resonance imaging (MRI) or functional MRI, and f) fludeoxyglucose F18 positron emission tomography.
Accepting an alpha risk of 0.05 and a beta risk of less than 0.20 in a bilateral contrast, we needed 35 subjects in the first group and 35 in the second group to detect a difference greater than or equal to 2 units. It was assumed that the common standard deviation was 4.14 [15, 16] . The estimated rate of loss at follow-up was 10%.
Suitability for surgery was studied by the epilepsy committee, which comprised neurologists, neurosurgeons, neuropsychologists, neuroradiologists, psychiatrists, psychologists, and nuclear medicine specialists. Patients who presented with any of the following potentially confounding comorbidities were excluded: severe medical pathology, intellectual disability that would prevent patients answering all questionnaires on their own, severe dementia, nonepileptic seizures in addition to epilepsy, and previous surgery for epilepsy.
The flow chart in Fig. 1 shows the recruitment process.
Clinical Assessments
We collected sociodemographic, neurological, and psychiatric variables (see Table 1 ). We also assessed antiepileptic (every drug) and psychotropic treatments (clustered as antidepressants, antipsychotics, benzodiacepines, and pregabalin and gabapentin [PGB and GBP] when prescribed by a psychiatrist. Psychological interventions were not collected. Psychiatric evaluations were performed by one experienced psychiatrist, and they included DSM-IV Axis-I disorders and specific psychiatric conditions associated with epilepsy, such as interictal dysphoric disorder (IDD) [17] and interictal psychotic disorder (IPD) [3] . Self-assessment scales were completed by the patients under medical supervision.
Assessment Instruments
The clinician version of the Structured Clinical Interview for DSM-IV (SCID-CV; Spanish version) [18] was used to assess DSM-IV Axis-I disorders. We grouped psychiatric disorders into six clusters: (1) affective disorders, including major depressive episodes, recurrent depression, dysthymic disorder, affective disorder due to a medical condition or substance disorder, adjustment disorder, and bipolar disorder; (2) anxiety disorders, including panic disorder, phobia, obsessive-compulsive disorder, post-traumatic stress disorder, and other anxiety disorders; (3) schizophrenia or schizoaffective disorder and other psychosis; (4) eating disorders; (5) conduct disorder; and (6) substance use disorder.
IDD was characterized by the presence of three out of eight symptoms: depressive mood, anergia, pain, insomnia, fear, anxiety, irritability, and euphoric mood [17] .
IPD was defined as a state in which persistent or recurrent delusions, hallucinations, thought disorder, or severe behavioral abnormalities may be present in clear consciousness. It was considered interictal if the episode occurred during a seizure-free period or between habitual seizures with no distinct preceding seizures [3] .
The Spanish version of HADS [19] was used as a selfassessed screening tool for anxiety and depression. It contained 14 items (7 pertaining to depression and 7 pertaining to anxiety). Each item was scored 0 to 3. The cut-off point was 8/21 for anxiety (HADS-A) and depression (HADS-D) [19] .
Surgical paƟents
Analyzed (n=84) The table is divided into three columns: The first describes the whole sample, the second the group who underwent surgery, and the third the nonsurgical group Rows are clustered according to sociodemographic, neurological, and psychiatric variables SD = standard deviation; No. = number of subjects; % = percentage of subjects
The SCL-90-R questionnaire included 90 items, each rated 0 to 4 [4] . Three indexes were calculated: the global severity index (GSI), which measured the global severity of psychiatric symptoms; the positive symptom total (PST), which considered the total number of symptoms, independent of their severity; and the positive symptom distress index (PSDI), which indicated the intensity of symptoms as perceived by patients , [20, 21] . All assessments were carried out during the initial presurgical evaluation and at 6-M and 12-M after surgery.
Procedure
All drug-resistant epileptic patients who decided to undergo surgery were admitted for a wider protocolized study, to which they gave informed consent. Based on the complete protocol outcomes, suitability for surgery was decided by the epilepsy committee at a weekly meeting. Each surgical candidate was paired with the immediately following nonsurgical candidate. Thereby, all patients were chronologically paired and all assessments were performed maintaining the same time interval with respect to the surgery.
Cases were reviewed at 6-M and 12-M after surgery, and controls were reviewed at the same 6-M and 12-M time points as their matched pairs. The postoperative assessment took place at an outpatient psychiatry clinic and involved psychiatric evaluation (SCID, HADS, SCL-90-R, IPD, and IDD) and seizure outcome (seizure frequency and Engel classification).
During the follow-up period, all patients maintained the same medication regimen as before surgery.
Statistical Analysis
First, variable distributions were examined, and appropriate tests were used accordingly. We carried out a descriptive analysis of all of the variables of interest. Subsequently, we compared base variables between the two groups to determine whether initial differences existed from the beginning of the study using a Student's t test, chi-square test, analysis of variance (ANOVA), and Wilcoxon and Kruskal-Wallis tests. If any difference was detected, we examined how it influenced psychiatric complications.
Second, we compared cases and controls using paired t tests and Wilcoxon's signed rank test to examine changes in psychiatric variables over time in each subject. Adjustments for multiple tests were performed using the Bonferroni procedure. In addition, we compared groups with regard to clinically relevant differences at 12-M. We considered de novo, remission, and no change for Axis-I diagnoses, IDD, and IPD, according to their definitions [17] . Also, significant changes in quantitative variables (SCL-90-R and HADS) were clustered, according to the literature, into three categories: no change, significant clinical improvement, and significant clinical deterioration [16] .
To identify the effect of time and surgery interaction, we conducted a mixed-design ANOVA.
Finally, after examining the variables of interest using Pearson and Spearman correlations to explain psychiatric disturbances at 12-M, those that reached statistical significance were introduced into stepwise multiple regression analyses. Multiple regression was used to determine the contribution of each variable to psychopathologic results at 12-M.
Statistical analyses were carried out in Version 21 of SPSS for Windows.
Results
Of 164 eligible patients, 158 completed the psychiatric assessment at the follow-up visit at 12-M. There were no statistical differences in sociodemographic, clinical, or pathological variables between included patients and patients who did not complete the follow-up (n = 6). Moreover, 6 cases were excluded due to being outliers in some aspect (for example, the frequency of seizures or SCL-90-R ratings at 12-M), so the final sample consisted of 84 patients who underwent surgery and continued with their usual antiepileptic drugs (AEDs) (cases) and 68 patients who were not suitable for surgery but who also continued with their usual AEDs (controls).
Descriptive Analysis at Baseline and Comparison Between Groups
Sociodemographic, neurological, and psychiatric variables at baseline and the differences between groups are shown in (Table 1) .
With regard to antiepileptic and psychiatric treatments we did not find any differences between groups.
As we found baseline differences in the type and location of seizures, we compared whether existing differences in psychiatric disorders depended on the presence versus absence of complex partial seizures (CPS), hemisphere (left vs right), loci (temporal, multifocal, extratemporal, unestablished, or bilateral), or more than one type of seizure. The psychopathological differences evaluated were the global SCL and subscales, HADS, SCID diagnoses, IPD, and IDD. We did not find any psychopathological differences when we compared these groups.
There were no statistically significant differences with regard to prescribed drugs between surgical and nonsurgical patients with presurgical anxiety or depression (p = 0.163) and patients without presurgical anxiety or depression (p = 0.324).
Changes 12 Months After Surgery
Regarding neurological variables, the number of seizures diminished significantly in the surgical group (p = 0.000), but not in the control group (p = 0.398). Groups differed in Engel classification (p = 0.000). We observed differences in the number of seizures per month (mean, 8.66; standard deviation [S.D.] = 15.50 for controls vs mean, 1.63; S.D. = 5.71 for treatment cases; p = 0.006). We compared whether psychopathological changes from the baseline measurement to the 12-M time point were dependent on the outcome of seizures. There were no statistically significant changes for any of the SCID diagnoses assessed, IDD or IPD among patients who were free from disabling seizures or among patients who suffered from disabling seizures. However, when we compared changes in quantitative scales, we determined that there were statistically significant changes in the HADS anxiety and depression scores for patients who were free from disabling seizures, and for all SCL-90 domains, with the exception of depression and hostility domains. We also found significant changes for anxiety (SCL-90 and HADS) in patients who were not free from disabling seizures. (See supplementary  Table 1.) We described the changes in psychopathology for each group (surgical and nonsurgical) independently. We tested each subject twice (repeated measures) at the baseline and at 12-M after surgery, and we reported the differences. The significance of the differences is shown in Table 2 . Table 3 shows the comparison between the surgical and control groups with regard to relevant clinical changes (that is, de novo vs remission vs no change) for SCID, IPD, and IDD. It also shows the clustering of the changes for SCL and HADS subscales into three categories (that is, no change, relevant clinical improvement, and relevant clinical deterioration) considering the minimal differences perceived by patients and labeled as the minimal important difference (MID) according to literature [16] .
There were no statistically significant differences at 12-M with regard to prescribed drugs between surgical and nonsurgical patients with presurgical anxiety or depression (p = 0.606) and patients without presurgical anxiety nor depression (p = 0.371). Table 2 shows significant changes over time in the psychiatric variables that differed between groups. To determine the effect of the interaction between the two variables (time and surgery), we conducted a mixed-design ANOVA. Only HADS-D, paranoidism, GSI, and PST showed significant changes due to the interaction effect. The complete results are shown in Table 4 .
Effect of Surgery and Time Interaction on Psychiatric Outcomes
Prediction at 12 Months After Surgery
We initially ran univariate analyses for all the independent variables that could biologically explain the changes in psychiatric symptoms: age, sex, type of epilepsy, location, laterality, etiology, age at epilepsy onset, pre-assessment seizure outcomes, history of prior psychiatric disorders, prior psychiatric outcomes, epilepsy treatment, psychiatric treatment, and the surgical condition. The variables that reached significance in the univariate analyses were included in the multiple regression analyses.
Stepwise multiple regressions were performed initially for GSI, PST, and PSDI at the 12-M interval. For GSI at 12-M, we introduced the following: age, age at epilepsy onset, number of seizures at 12-M, carbamazepine and topiramate use, antidepressant treatment, baseline and 6-M GSI, prior psychiatric disorders, and surgical condition. Only GSI 
Discussion
The main finding in our study was that surgery for epilepsy could have a role in improving some symptoms of psychopathological disturbances at the 12-M time point. During the reorientation phase, psychiatric benefits and disturbances tend to persist. Therefore, our results at 12-M may correspond to stable conditions. At 12-M, we identified a significant reduction in all nine primary dimensions of SCL-90, as well as total symptoms, distress, and severity of symptoms. Moreover, anxiety and depression were also ameliorated (based on the HADS score). These improvements were only observed for the patients in the surgical group, except for anxiety levels, which also decreased for patients in the control group. Nevertheless, the control group did not experience amelioration for any other dimension, and IDD even showed an increase. These findings strengthened our 6-M results in the same sample [11] . The improvement was due to the fact that while some SCL-90 domains decreased initially and remained at that level, others, such as the obsessive-compulsive, interpersonal sensitivity, depression, hostility, and psychoticism, did not ameliorate until 12-M.
In addition, we compared changes at 12-M from a clinical perspective because statistical differences are not always perceived by patients. Therefore, we grouped together de novo versus remission cases for categorical variables and clinical improvement versus clinical deterioration for quantitative variables, considering minimal differences perceived by the patients, according to literature parameters [16] . We did not find any clinically significant improvements for any SCID diagnoses, SCL-90 subscales, or IPD. Nonetheless, it was only in the surgical group that the percentage of patients that improved exceeded those who worsened for IDD (p = 0.013) and HADS-D (p = 0.014). Despite finding fewer significant changes when considering clinical relevance, this is the first study to differentiate between statistical and clinical relevance. With this in mind, although we did not find changes in SCID The table is divided into two columns. The first describes the group who underwent surgery and the second the nonsurgical group. Each subject was tested twice. The first columns of each group show the mean scores at 12 months, and the third columns of each group show the mean differences between the baseline and 12 month after surgery. The last columns of each group are p values, and they indicate significant changes for within-group comparisons and were set considering Bonferroni correction: HADS (p ≤ 0.025*), SCL-90 (p ≤ 0.004**) SD = standard deviation diagnoses, patients may perceive an improvement in some psychiatric domains after surgery. Psychiatric results following surgery have been controversial. While some authors have reported deterioration [22, 23] or no change [22, 24] , others have found improvements in quantitative scales [7, 10, [24] [25] [26] and categorical variables [25, 27] (DSM diagnosis). Discrepancies could be due to methodological limitations, such as type II errors, noncorrected multiple comparisons, and the lack of a control group [22, 24, 28] . Having a control group helps to avoid misleading conclusions due to the variability in the individuals' changes over time and due to the anxiety-ridden state in The table is divided into two columns. The first describes the group who underwent surgery and the second the nonsurgical group. Each column shows the patients who experienced no change and the patients who showed a significant clinical change from baseline. For categorical variables, no change was divided by no disease and with disease, while for quantitative variables the classification was done following numerical values. The p-values in the last column indicate the significance of the between-group comparisons and was set using Bonferroni corrections: SCID (p≤ 0.008), HADS, IDD and IPD (p≤ 0.025), SCL-90 (p≤ 0.004) % = percentage of subjects the preoperative phase. This last aspect could explain the improvement in anxiety seen in the control group. We intended to overcome the limitations in the literature by using a prospective controlled design, using an appropriate sample size, determining similar baseline scores for both groups, and making corrections for multiple comparisons. According to the literature, studies using SCL-90 reported improvements in symptomatology. Cunha's group [10] reported an improvement in all subscales except hostility and paranoid ideation at 6 months. We overcome some of their limitations by also assessing the control group twice, conducting follow-up over a longer period, and making corrections for multiple comparisons, with similar initial psychopathological scores in both groups. Other noncontrolled studies have conducted longer follow-ups, but have only reported GSI values [29] . In line with our results, Glosser et al. observed that although the prevalence of psychiatric complications (SCID) did not change, there was a significant decline in the severity of symptoms (quantitative variables). Despite this, Altshuler et al. [30] found postsurgical resolution of depressive episodes (SCID diagnosis) in almost 50% of patients. These rates are higher than ours because they considered lifetime depression rather than preoperative depression.
Regarding the time effect, some noncontrolled studies reproduced similar results to ours. Devinsky et al. [25] pointed out that the improvement in depression and anxiety symptoms occurred soon after surgery, with a maximal reduction at 3 months, and small increases at 12 months and 24 months. Also, Spencer reported an initial improvement in anxiety and depression, which was then lost for depression at 12 months [31] . Another controlled study, in line with ours, reported an improvement in depression, but not in anxiety [23] .
Temporal lobe (TL) epilepsy is the most common and most surgically remediable form of epilepsy [32] , and CPS mainly arises from the TL (60%). Thus, it is logical to consider that TL epilepsy and CPS predominate in the surgical group. Some authors have not observed an association between psychiatric disturbances and location [3, 25] , but others have [8] . The TL compromises the limbic system [30] , in which dysfunction causes mood disturbances [13] . IDD has historically been related to TL [17] , and it has achieved extraordinarily positive postsurgical outcomes not seen for other psychiatric disorders [33] . Although we did not observe a change in IDD at 6-M, we did obtain IDD amelioration in the surgical group and an IDD increase in the nonsurgical group at 12-M.
According to other studies [3, 33] , the existence of psychiatric disturbances is the strongest predictor of psychopathological problems at 12-M after surgery, as is also the case at 6-M after surgery. Thus, psychiatric history could be a risk factor for failing to cope with the reorientation phase, and 6-M outcomes predict later results. Notwithstanding, at 12-M, our mixed design ANOVA reflected a weak but significant effect of the interaction between surgery and time in terms of GSI, PST, depression, and paranoidism; surgery only attained significance as a protective factor for GSI. Considering all of the results, it is reasonable to suggest that surgery could have a role in ameliorating some psychiatric symptoms because only surgical patients obtained benefits. Despite this observation, prior psychiatric disorders and those measured at the 6-M interval acquired greater relevance in the multiple regression analyses. Other variables were found to have a protective role against depression, such as the administration of carbamazepine, which is consistent with its stabilizing properties [34] , and with the administration of levetiracetam, despite the adverse behavioral effects reported with its use [35, 36] . Also, the absence of psychiatric treatment was a protective factor for anxiety and taking pregabalin and gabapentin [35] could worsen depression. This finding was probably due to the fact that the use of treatment correlated with weak premorbid mental health rather than the depressive effect of prebagalin or gabapentin.
Regarding seizure outcomes, we only noted seizure reduction and psychiatric disturbance amelioration in the surgical group. In the literature, results were controversial; while some studies [8, 37, 38] found a correlation between psychopathology and seizure outcome, others did not [25, 26, 28] . In our regression models, seizure outcome only reached significance in the prediction of HADS-D. These discrepancies could be due to the distinct seizure assessment. Alternatively, surgery may play its own role by removing pathological tissue and improving the regulation of emotions [7] . Despite TL epilepsy having been historically associated with psychiatric disturbances, frontal lobe dysfunction has also been related with depression. There is limited research about the neurobiological mechanisms that cause psychiatric disorders. There is an inhibitory activity of serotonin and noradrenaline due to the excessive excitatory activity of the chronic seizure disorder. The decline of those neurotransmitters has been shown to facilitate the kindling process of seizure foci. To date, forced normalization is the most commonly attributed mechanism of mood disturbances. Surgery eradicates the mood stabilizing effect of seizures by seizure freedom [6, 17] . This finding accords with the particular linkage of the psychiatric disorders when there is full control of seizures at 6-M, and it may explain why we found improvement at 12-M, when the homeostasis of the tissue activity returns after the forced normalization phase.
Limitations
Surgery depended on patient suitability and was not randomized due to ethical reasons. Although we took account of differences in laterality, loci, and type of seizures, the similar baseline scores for psychopathologies in both groups indicated equal severity. Also, regarding the design, there was no blinding process for controls or patients.
We used some assessment tools that have not been validated in epileptic patients. However, the interviews were performed by personnel trained in neurological diseases, and included specific epilepsy-related conditions. Moreover, SCL-90-R has been proposed as a responsive tool for the assessment of epileptic patients [39] .
Furthermore, although we explained to the patients in the first visit that they had to log the frequency of seizures each day before bedtime, we did not distribute a predesigned questionnaire for collecting seizure frequency, which could have led to recall and reporting bias.
Our hospital is a reference center in Spain for refractory epilepsy, and our role was to assess psychiatric symptoms in order to guarantee that symptoms were not causing a severe deterioration in functioning. To rule out risk of self-harm or harm to others, we advised patients to seek help from the reference team if any alarming symptoms emerged during the follow-up period. Indeed, we were aware that three visits were insufficient for an adequate follow-up, and that assistance should be provided by the patient's reference team. Our team provided additional support for the patients and for the regional teams. It has been reported that some psychiatric treatments could influence psychiatric outcomes [9, 31] and seizures [9] . Despite this, there were no differences between groups with regard to the psychiatric treatment; we clustered treatments into main groups, and we were unable conduct a more detailed study of the intrinsic properties of each drug. We neither reported the dosage nor considered the dose adjustment to be a major change, unlike a drug addition or cessation. Psychotherapies were not assessed due to the impossibility of controlling different interventions and associated variables when executed by the local teams. However, psychological interventions could have contributed to symptomatic improvement. Furthermore, desadaptative personality traits were not collected, although they could have influenced the lack of psychiatric improvement. Finally, despite the fact that the literature considers the postoperative adaptation phase to end after 12 months and because psychological functioning tends to persist over time, a longer follow-up would provide further insights into the long-term psychiatric sequelae.
Conclusion
This study shows that surgery for refractory epilepsy could have a role in ameliorating some psychopathological domains at 12-M because psychiatric improvement was only observed in the surgical group. The strongest predictors for psychiatric disorders after surgery were previous psychiatric conditions and 6-M postsurgery psychiatric outcomes, seizure frequency, and antiepileptic and psychiatric treatment; the occurrence of surgery reached statistical significance as a weak protective factor for global severity of SCL-90. Additional research is warranted to broaden the knowledge of the impact of surgery in psychopathological domains.
